Miller-Dieker syndrome (MDS) is characterized by severe lissencephaly and facial dysmorphism including the prominent forehead, bitemporal hollowing, a short nose with upturned nares, a protuberant upper lip, and a small jaw. MDS can be caused by deletions or mutations of the LIS1 gene on 17p13.3. Our patient was born at 28 +3 weeks gestation and weight 950 g at birth. He was suffered from respiratory distress syndrome and feeding intolerance. And he showed colpocephaly with agenesis of corpus callosum on the first brain ultrasonography. So, brain magnetic resonance imaging was performed 2 months of age and revealed agyria, colpocephaly, agenesis of corpus callosum and band heterotopias. At initial physical examination revealed no specific abnormal findings. However, hypotonia and abnormal facial morphology including prominent forehead, a short nose with upturned nares and protuberant upper lip were developed gradually as he got older. Chromosomal microarray was performed and confirmed microdeletion on 17p13.3. In conclusion, MDS should be considered when the baby shows colpocephaly, agenesis of corpus callosum, hypotonia, feeding problem and abnormal facial features even though the baby is preterm infant.
Introduction
Miller-Dieker syndrome (MDS) is characterized by severe lissencephaly and facial dysmorphism including the prominent forehead, bitemporal hollowing, a short nose with upturned nares, a protuberant upper lip, and a small jaw. 1 MDS can be caused by deletions or mutations of the LIS1 gene on 17p13.3.
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Perinatal diagnosis of lissencephaly and MDS is unusual, because evaluation of the cerebral cortex is not routinely included in fetal ultrasound. Especially, sonographic diagnosis is difficult before 28-30 weeks of gestation when gyri can be recognized first. 3 We experienced an extremely low birth weight infant showing respiratory distress syndrome, hypotonia, feeding problems and colpocephaly with agenesis of corpus callosum.
We thought his problems were due to his prematurity. It is not easy to consider MDS when the patient was preterm infant with colpocephaly. However, it is important to diagnosis MDS early so that we expect their disease progression and outcome exactly.
To the best of our knowledge, our patient is the first report of MDS in preterm infants and extremely low birth weight infants. Therefore, the authors herein describe a male baby delayed diagnosis of MDS due to his premature birth.
Case
A 29 year old, primigravid woman was refferred to our hospital at 28 weeks's gestation After transferred to neonatal intensive care unit, the baby showed respiratory distress. He was intubated and mechanically ventilated. A chest radiograph showed diffuse haziness on the both lung field. He was diagnosed to respiratory distress syndrome and surfactant was administrated. But not long after surfactant administration, his lung was deteriorated and de veloped to severe bronchopulmonary dysplasia gradually.
In addition to respiratory problem, he showed feeding problem as well. He could not pass meconium within 48 hours after birth and showed small amount of meconium after saline enema performed on the 3rd day of life. Breast milk feeding was started by gastric gavage tube on the 4th day of life. But feeding was stopped often because of frequent abdominal distension and bilious gastric residuals. Gastrografin enema was perform ed on the 3 weeks of life but could not pass the splenic flexure well.
His symptoms remained after these procedures. There fore, the baby underwent open laparotomy for ileostomy at 5 weeks of age. Incidental appendectomy and pathologic evalua tion were performed to rule out hirschsprung's disease. There were ganglion cells in the resected small bowel and appendix. We could diagnose neonatal pseudobstruction finally.
Our patient showed colpocephaly with agenesis of corpus callosum at 3 days of age and persisted until 2 months of age ( Fig.   1 ). So, brain magnetic resonance imaging (MRI) was performed to evaluate at 2 months of age. Brain MRI revealed agyria, colpocephaly, agenesis of corpus callosum and band heteroto pias ( Fig. 2) .
At initial physical examination of the patient revealed no (Fig. 3) .
So chromosomal test and metabolic study were done. The on.
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The case report of MDS in preterm infants is very rare even though it is well known that MDS is associated with intrauterine growth retardation. Our patient was not only preterm infant but also extremely low birth weight infant. Our patient was born at 28 +3 weeks of gestation when cerebral agyria cannot be recognized generally. For that reason, we could not find agyria at his first a few examination. However, we overlooked agyria findings after that time. In fact, we could know that his brain ultrasonography has showed agyria persistently throughout 3 months of hospitalization when we reviewed his findings again (Fig. 4) . And also, we misunderstood his problem including abnormal facial morphology, generalized hypotonia and feed ing problem was due to his prematurity. 12 However, the karyotype analysis of the proband's parents was not performed due to their refusal.
So we cannot know whether this case is caused by a de novo deletion or parental balanced translocation. If his parents will plan next pregnancy, we have to offer that they needs karyotype analysis.
In conclusion, MDS should be considered when the baby shows colpocephaly, agenesis of corpus callosum, hypotonia, feeding problem and abnormal facial features even though the baby is preterm infant.
